Abstract
Introduction
Advance planning of treatment for mental illness by way of written advance directives is an issue of debate in contemporary mental health care in a number of Western societies. [1] [2] [3] [4] [5] There are certain mental illnesses that have periodic features. The most prominent are bipolar disorder and schizophrenia. People who suVer from bipolar disorder often can benefit from treatment and live a satisfying life. However, even if the individual complies with the necessary lithium medication, a breakthrough of a manic condition cannot always be prevented. 6 Also, a manic condition can be triggered because the patient stops taking medication. Some of these patients then refuse treatment or supervision because they lack insight into their actual condition. Consequently they may undertake actions that are harmful to themselves or others (ie become extremely insulting to their neighbours, act sexually disinhibited, or embark on irresponsible financial transactions). If not in the short run, in the long run this behaviour may be extremely destructive for individual self esteem, private and social relations, career opportunities, etc. However, in a number of cases these persons do not meet legal criteria for involuntary commitment or coercive treatment. Their actions may be harmful, but not (extremely) dangerous to themselves or others. 7 By using psychiatric advance directives, it would be possible for mentally ill persons who are competent and with their disease in remission, and who want timely intervention in case of future mental crisis, to give prior authorisation to treatment at a later time when they are incompetent, noncompliant, and refusing treatment. [2] [3] [4] [5] [6] [7] [8] Thus the devastating results of recurrent psychosis could be minimised. 9 10 The general model of a psychiatric advance directive is the so-called "Ulysses contract" or "self binding contract". 11 DiVerent authors have proposed such contracts as instruments of "consentin-advance" or "advance treatment authorisation". 2 12-14 The name "Ulysses contract" refers to Homer's example of Ulysses instructing his crew to bind him to the mast of his ship before they sailed past the irresistible sirens, and to ignore his requests for release. [14] [15] [16] Thus he was able to enjoy the beautiful singing of the sirens without suVering the disastrous results that would normally have followed. 17 18 The Ulysses contract diVers from the typical UK and USA model of advance directives, which refer to refusals of treatment and do not direct or mandate specific procedures. This implies that their legal binding force in many jurisdictions is questionable or absent, unless specific legal provisions are made.
The use of Ulysses contracts also raises a number of ethical questions. One issue concerns their moral authority. On what grounds do they justify future interventions? A second issue relates to the notion of personal identity. In what sense is the person who has formulated a Ulysses contract the same as the one to whom it later is applied? A third issue concerns the status of possible revocations of the advance directive during a crisis. Normally, declarations for future treatment are supposed to be open to revision at any time. What is the moral status of a refusal of treatment, given the existence of an advance directive? A fourth issue is the risk of misuse and abuse: how to ensure that advance directives are not enforced upon the patient, for instance by refusing her further treatment if she does not sign a contract?
In this paper we discuss these issues from a narrative perspective. We will regard advance directives as elements of an ongoing narrative in which patient and doctor try to make sense of and get a hold on the recurrent crises inherent in the patient's psychiatric condition. We argue that advance directives should be seen as part of a process of joint narrative work between patient and doctor. From this perspective it is possible to throw new light on the answers which thus far have been given in response to the ethical questions. Such answers are commonly formulated within a principlist framework. They tend to focus upon patient autonomy in terms of informed decision making. We argue that patient autonomy should be regarded as part of a process of finding ways of living one's own life as a life which is always related to and sustained by others. Thus, emphasis is put on processes of interaction as the context within which individual autonomy can flourish. We will show that many of the considerations put forward from a principlist point of view are relevant to the debate, but that their relevance can be enhanced if the intersubjective context of human life in general, and of psychiatric practice in particular, is taken into account.
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Do psychiatric advance directives have moral authority?
The common idea behind the use of advance directives is that they enable doctors to know the wishes of patients concerning what should be done in cases where treatment choices are to be considered and patients are no longer competent to express their views. The moral authority of advance directives can be based upon the principle of respect for patient autonomy. Following the advance directive means acting in conformity with the patient's wishes. A foundation of their moral authority on respect for autonomy, however, requires more than just a referral to the patient's wishes. In the first place, it refers to the values which the patient endorses. Advance directives are to be taken into consideration, because they express long-standing views on what is considered important in life. Secondly, advance directives are not simply orders to the doctor, they are part of a process of communication between doctor and patient about what courses of action are preferable within the the patient's life history. The communicative aspect of advance directives is clearly expressed in the widely shared view that they should not be considered as given, but must be discussed by doctor and patient. They should not replace deliberation about possible future changes in the patient's condition, but should rather elicit and guide communication about such topics.
In the case of Ulysses contracts, similar considerations apply. To have moral authority psychiatric advance directives must be the expression of the patient's values, developed in an intersubjective context of doctor-patient communication. Many authors emphasise that advance authorisation for future psychiatric care can only be valid if this expresses values which are crucial to the patient's life. The necessity of an intersubjective context of joint narrative work is hardly an explicit issue in the debate. It can, however, be regarded as an implicit presupposition in many of the contributions.
One way of framing the issue of crucial values in the context of Ulysses contracts is to ask what are the "authentic" or "true" wishes and preferences of the person involved. 18 Feinberg argues that the voluntariness of a decision is the decisive criterion, admitting that the decisions of the "former" and "later" self of the person can be equally voluntary. A second approach is the so-called "cool moment" theory. 20 21 Here the question of whether a wish is authoratitive is connected to the individual's stated preferences in the "cool moment": ie the moment at which the person who has conflicting preferences is neither in the grasp of the one desire, nor in the grasp of the second. Typical examples are the alcoholist who is considering quitting drinking and the patient who suVers from bipolar disorder. A third way to conceptualise the notion of crucial values is to be found in the work of Gerald Dworkin.
22 In Dworkin's view, autonomy as "procedural independence" is the second-order capacity of persons to reflect critically upon their first-order preferences, desires, and wishes, and the capacity to accept these or to try to change them in the light of higher-order preferences and values. 23 In line with this approach it can be argued that the critically reflected preferences of a person (as formulated in a Ulysses contract) are of crucial importance, and must receive priority above her first-order desires (expressed in case of crisis).
Narrative work
Patient wishes in themselves are not decisive; some wishes have to be considered as more important than others. Only wishes which meet specific conditions, in that they are voluntary, "cool" or reflected, count as true expressions of the patient's values. It takes a lot of work to make sure what wishes are the most important. It is not easy for the patient to formulate her wishes voluntarily, in a cool moment or through critical reflection. Neither is it easy for the doctor to decide whether the wishes are based upon voluntariness, coolness or critical reflection. Such criteria are themselves part of a process of interpreting the wishes, a process which requires critical examination. Voluntariness, coolness or critical reflection are possible arguments for the authority of certain wishes, but such arguments need to be investigated and discussed. What the patient "really" wants is the subject of joint narrative work. The advance directive grows out of, and is itself the source for further, narrative work.
The need for a critical examination of both the patient's wishes and the way in which they are established implies that autonomy is not a given basis for the validity of psychiatric advance directives, but an issue which needs constant communicative work by patient and doctor. The psychiatric patient is not a self-suYcient individual directing her own life. She is a person in distress, and in need of care. This is not only apparent when the patient is in crisis. The danger of future psychosis is always lingering, and induces the patient to seek help. In discussing future treatment options, including a possible Ulysses contract, the patient tries to get a hold on her life. In discussing the future, the patient and the psychiatrist try to find
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www.jmedethics.com group.bmj.com on April 8, 2017 -Published by http://jme.bmj.com/ Downloaded from ways to maintain and repair a world which is in need of joint caring activities. 24 From a narrative perspective, autonomy is based upon biographical work and the embeddednes in social relations. [25] [26] [27] A narrative approach to autonomy assumes that autonomy is not equal to independence, but that it is developed in relations of dependency.
How to counter the problem of personal identity?
Some commentators challenge the moral authority of (psychiatric) advance directives from the perspective of (a certain view of) personal identity. The central challenge presented by the problem of personal identity is to articulate the conditions under which stages of a person's life are stages of the same person or, conversely, to articulate the circumstances which signal the development of a diVerent person. 28 Psychological changes through time, as is typically the case in people suVering from bipolar disorder (or, diVerently, in case of dementia), raise questions about psychological continuity and connectedness between diVerent stages in a person's life and the possibility that a diVerent person (or successive self) has replaced (or joined) another in a single body. [29] [30] [31] [32] [33] The normative question then is what moral validity the previously expressed wishes of a person have in case deep psychological changes have taken place. It may even be argued that under specific conditions a Ulysses contract is an instrument in the hands of the former self to enslave the later self of the person. 34 These critical arguments rightly question the assumption of a given unity of the person, which underlies various pleas for advance directives. Yet, by hypothesising two diVerent personalities, the counterarguments in fact also assume a rigid notion of personal identity. A narrative concept of identity does not imply that the person stays the same; neither does it entail the assumption that drastic psychological changes make it impossible to use the concept of identity any longer. From a narrative perspective, a person's identity is formed in stories, which both express and create the unity of a person's life. [35] [36] [37] As stories, advance directives presuppose the unity of the patient's life, and try to contribute to that unity, not by making the diVerent phases identical, but by trying to create a meaningful whole which covers all of them.
The Ulysses contract typically states what the patient wants to be done in case of crisis. This implies that she recognises that crises are part of her life, in that they have occured in the past, and are likely to occur again in the future. The Ulysses contract acknowledges that drastic changes may take place, and claims that if such changes occur, specific forms of care are needed in order to make life livable. The particular harms to be prevented by mental health treatment in accordance with such a contract would be those identified by the individual and her doctor. 9 Also, the individual and her psychiatrist would agree which types of behaviour signal the outbreak of a psychotic episode (for example, unusual excessive spending of money, sexual promiscuity, bizarre thinking). Finally, in the contract the patient and psychiatrist can agree prospectively what interventions are to be considered necessary and justified should these symptoms express themselves, even if the patient then refuses. For example, a patient could consent in advance to clinical commitment, to electroconvulsive therapy and/or particular psychotropic medication. Thus, the change of identity is not denied, nor are the views of the person suVering a crisis declared to be irrelevant. The fundamental issue which is at stake is that the person needs help and support to keep a hold on life, especially (but not exclusively) during a period of crisis.
The advance directive constitutes the sedimentation of narratives which try to integrate the various phases of the patient's life into a meaningful whole, and which entail specific guidelines for action in "good" and "bad" phases. It refers to the wider notion of the life-story of the patient, a story which is constructed in interaction with others. [35] [36] [37] [38] It is an attempt to relate future events to past experiences, and to create a practice of dealing with critical episodes by integrating them into one's life-project, a project which is not a given plan, but a joint endeavour which is in need of care and support.
The Ulysses contract does not imply that one phase of life (a clear period) is more important than another one (a period of crisis). It rather entails the claim that the various phases should be taken seriously, and should be related to one another. The phase of crisis should be dealt with in such a way that the consequences are not fatal. Yet, the procedure should be attuned to the actual crisis. It should not be a plain denial of everything the person claims at that particular moment, but should be open to the meaning of the patient's utterances. A patient's expressed wishes during a period of crisis should not be accepted at face value, but neither should they be deemed totally irrelevant. Rather they should be interpreted in the light of the patient's life-history, a history which is informed by narrative work between patient and doctor, including formerly discussed advance directives.
How to deal with the right to refuse treatment?
In many jurisdictions, the (psychiatric) patient has a legal right to refuse treatment. Ulysses contracts undermine this right, because the prior consent (if given legal authority) leads to the possible overruling of a later refusal of commitment and/or treatment. 39 40 The issue, then, is what moral justification can be given for overruling later refusals on the basis of the formerly expressed authorisation.
From a narrative perspective, the application of a Ulysses contract during a crisis requires narrative work from both patient and doctor. The document has to be interpreted, in order to establish whether, and if so, how it is to be applied. This means that the doctor cannot simply do what the form says; he will have to be responsive to the patient in a communicative way. The advance directive requires narrative work, both during and after a crisis. During the crisis, the doctor will have to try to persuade the patient to be compliant with the advance directive. This requires interaction and communication, ranging from persuasion to making decisions for the patient. 27 When the crisis is over, the interventions will have to be evaluated. Was the advance directive adequately applied? Was it helpful in finding an acceptable way out of the problematic situation? Is it still relevant, or should it be corrected or revoked? Both the application of the advance directive and the evaluation can be seen as a learning process in which patient and doctor can find out how to deal with possible future crises.
Being responsive to the patient during a crisis requires that refusals are taken seriously. This does not mean they are taken for granted as absolute infringements upon further interventions. But neither does it imply they can be simply overruled and regarded as totally irrelevant. The refusal has to be seen in the light of the former agreements between doctor and patient. Given those agreements, it will have to be put into question. Yet, the refusal will always be diVerent in some respects from what was previously expected. Such diVerences can only be taken into account if the refusal is regarded as an individual expression of the patient, which is in need of interpretation. In order to interpret the refusal, one will have to admit the possibility that it may be more important than all formerly discussed arrangements. The refusal may in principle express values which are more crucial than the values which were thus far considered as fundamental for the patient's life. This, however, cannot just be assumed to be the case, it will have to be critically examined, both during and after the crisis.
A central issue regarding the moral status of refusals is the notion of patient incompetence. Proponents of Ulysses contracts argue that an overruling of a refusal of treatment can be justified if, and because, the patient has become incompetent. 2 41 The notion of incompetence enables the doctor to raise doubts about the refusal, and not to give in automatically. Yet it should be used carefully. Criteria of competency and incompetency have to be part of the life-narrative of the patient, and open to discussion. Ideally the patient herself will best be able to define what kinds of behaviour should count as signals of incompetence.
Thus, each specific way of dealing with refusal during a crisis will have to be evaluated later on, and will have to result in a further refinement of the scenario. From a narrative perspective, a moral justification for overruling refusals cannot be found in a specific declaration in the past, but only in the process of narrative work which is the broader context of treatment, and which reaches from past to future agreements.
How to prevent misuse and abuse?
Psychiatric advance directives are open to misuse and abuse. 9 39 They may become instruments of power and control in the hands of mental health professionals. The issue of medical power is a complex one. Power is a central element in medicine and the doctor-patient relationship. 42 43 The doctor has the means to influence the patient, and will normally do so in order to ensure the patient's cooperation and compliance in the process of treatment. The issue is whether power is used in the context of an ongoing narrative process, or whether it is used to impose certain solutions by cutting the narratives short. This, again, is not a simple issue, since some aspects of narratives will inevitably have to be curtailed in order to give room for deliberation and debate. Therefore, it does not make sense to require that power be excluded. It does make sense, though, to be critical about its use, and to make sure that its primary aim is the patient's empowerment. 43 It is important to notice that patients are not without power. In doctor-patient interaction, narratives are often the result of patient initiatives. 44 Patients are very well able to engage doctors in narrative work, by presenting their experiences and asking for their meaning. As the doctor responds, a story about the patient's life is constructed. The issue is to promote a situation of shared power, and to ensure that both parties are involved in a process of mutual cooperation.
Shared power
In the literature, specific requirements for the formulation and application of Ulysses contracts are mentioned. 2 3 9 12 Those requirements can be regarded as ways to bring about a situation of shared power. Ulysses contracts would be permitted only when the individual's illness were recurrent, interspersed with periods during which behaviour was relatively symptom-free. Also, it would be required that the person involved had experienced a specified number of psychotic episodes in the past, and contracts would be permitted only when the individual's disorder was responsive to treatment (prior episodes in which treatment was successful would serve as evidence of this). Contracts would be drawn at the initiative of the patient to avoid the exercise of coercive influence by psychiatrists. Moreover, it would be required that the patient's disorder be in remission at the time the contract was made, and the individual's legal competence at the time of the contract formation would have to be established. Most contract proposals envision some third party involvement to ensure that the patient's best interests are served (during negotiations as well as during the execution of the contract). The contract would be valid for a limited time, and patients could renegotiate or revoke the agreement at any time other than during a relapse as defined in the contract. Contract-sanctioned commitment and/or treatment would be allowed to continue for only a short time (for instance three weeks). Court involvement would remain a right of the patient (for example, the right to a hearing within seventy-two hours of commitment, the purpose of which being to determine whether the terms of the written agreement had been met).
These procedural requirements are intended to prevent misuse and abuse of Ulysses contracts. From a narrative perspective, it is neither evident that these requirements together are the optimal way to construct a practice of advance authorisation in psychiatric care, nor obvious that these are suYcient to prevent abuse. Requiring, for instance, that a Ulysses contract only be acceptable if based on the patient's initiative disregards mutuality in patient-physician communication, and the joint narrative work which is a prerequisite for the drafting of such contracts. It is not so much who initiates the discussion, but how the deliberation between doctor and patient is framed, that matters.
If the Ulysses contract is conceptualised as the temporary sedimentation of an ongoing process of joint narrative work, involving patient and physician alike, the focus is not on potential infringements of the patient's free will, but on possible frustrations to the relationship of mutuality and trust between patient and physician. Moreover, from a narrative perspective, what counts as misuse or abuse should not be determined solely by external procedures, but is an issue to be discussed in the ongoing discourse between patient and physician. The issue of abuse is not something external to the Ulysses contract, it is an essential part of the narrative construction of the advance directive itself, just as the issue of dealing with the risk of abuse is part of practices of care in general.
Conclusion
In this paper we have presented a narrative approach to advance directives in psychiatric care. We have discussed a number ethical issues and have argued that the narrative approach, by focusing upon the mutual responsibility of patient and physician in a caring practice, opens new perspectives on the ethical problems related to advance directives in psychiatry.
By regarding psychiatric advance directives as elements of joint narrative work, we can determine specific requirements for them to have moral weight. The advance directive should be the outcome of communicative processes of making sense of the patient's illness within her life-history. The more it reflects joint narrative work, the more relevance it has for future action. A psychiatric advance directive derives its moral significance from being an expression of the patient's fundamental values. Such values, however, are themselves the product of deliberative processes of interaction between doctor and patient. The Ulysses contract is not simply the expression of the pre-given wish of the patient, it is the representation of a joint endeavour of trying to make sense of and adequately deal with precarious situations. The significance of this perspective on advance directives was made more clear by looking at some of the problems connected to them, especially the problem of personal identity, that of the right to refuse treatment, and that of the possibility of misuse and abuse.
From a narrative perspective, Ulysses contracts are expressions of narrative work, aiming to develop a practice of care, based upon trust and cooperation between physician and patient. This does not imply that psychiatric advance directives are morally justified as such. It rather means that advance directives can be morally justified in so far as they fit in with and contribute to the patient's life-narrative, and enable those involved to transform the patient's life-history into a meaningful unity, including elements of frustration, pain and sorrow.
We have not addressed the practical problems associated with the notion of applying advance directives in psychiatric care. A major practical problem concerns the relationship between advance authorisation and access to psychiatric treatment and care. Can the wished treatment be provided when the patient is in crisis? Is there any guarantee that a specific care facility has the resources to provide care? Will patients indeed perceive Ulysses contracts as instruments that promote shared power between themselves and their doctors? Empirical research must show whether psychiatric advance directives in the form of Ulysses contracts have any practical relevance and what their practical shortcomings are. 
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